Coronal CT scanof the neckand upperchestwith contrast shows a 3.8 x 3 .9 x 4.8-cm masscentered in the right thyroidlobe (arrow) . The masshaserodedthelateral marginofthethyroidcartilage and producedmoderatetosevere masseffecton theglottisand airway. A 2.1-cmleftlungsuprahilarmass isalsoseen(arrowhead).
An 83-year-old female resident of an assisted living facility presented to the emergency department at UCONN Health with 1 week of a sore throat and 2 days of shortness of breath, mild stridor, and dysphagia. Physical examination showed a well-nourished elderly woman with no significant medical history. She had' a fixed right thyroid mass. Mental status assessment showed no cognitive impairment, and a depression screen was negative. Fiberoptic nasolaryngoscopy revealed an immobile right vocal fold.
Computed tomography (CT) with contrast showed a 3.8 x 3.9 x 4.8-cm mass centered in the right thyroid lobe (figure). The mass had eroded the lateral margin of the thyroid cartilage and produced moderate to severe mass effect on the glottis and airway. It also showed a 2.6-cm left suprahilar density. Fine-needle aspiration of the thyroid mass showed squamous cell carcinoma.
We discussed the prognosis of stage 4 cancer and management options with the patient. She wanted no surgical intervention and opted for "do not resuscitate/ do .not intubate" status. In a meeting that included her designated healthcare proxy, she communicated her decision, expressed understanding of her condition, and appreciated the consequences of her choice. Given the absence of cognitive impairment or mood disorder, she was judged competent.
The process of transfer to hospice care was initiated. However, the next evening the patient was found unresponsive in her hospital bed. Arterial blood gas showed hypercapnia and metabolic acidosis. After consultation with her healthcare proxy, she was placed on comfort measures only and expired the next morning.
In the oncogeriatric setting, the comprehensive geriatric assessment (CGA)l has been recognized as providing useful information supplementary to what can be obtained via standard oncology status assessments (e.g., the Eastern Cooperative Oncology Group Performance Status).' CGA is recommended before treatment decision making.'
The full CGA involves a team approach and thus can be time-consuming. There are, however, core components that should be evaluated early in the process to guide the remaining assessments and treatments. These include assessment of cognition, mood, social support, goals of care, and advance care preferences.
Determining patients' competence is critical in striking a proper balance between respecting the autonomy of those who can make informed decisions and protecting those with cognitive impairment.' The outcomes of such assessments not only have a significant impact on quality of end-of-life care and on the death and dying experience (Le., dying with dignity"), but they also have profound economic impact. Care for patients in their last year of life accounts for more than one-quarter of Medicare spending." tophus to help treating physicians gain awareness of this disease entity, especially for those physicians in the countries with a high prevalence of gouty arthritis. Surgical removal of gouty tophi is generally indicated when the lesions grow and cause symptoms or lead to cosmetic problems.
